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II. Abstract 
 
 
OBJECTIVES: The aim of this project is to create systems to connect/ link clinical and medical 
staff with community resources to improve health behaviors in children (patients) and parents 
through the continued development of the Electronic Community Resource Database (ECRD).  
 
BACKGROUND: Childhood overweight is defined as having a body mass index above the 85th 
percentile and lower than the 95th percentile, whereas obesity is when the body mass index is at 
or above the 95th percentile for children of the same age and sex ranging from age 2-19years 
(CDC, 2009).The prevalence of obesity among children and teens is 10% for infant and toddlers 
and about 18% for adolescent and teenagers. These rates have appeared to be stable since 2008 
except for among boys between ages 6-19 with a slight increase of obesity (Ogden, 2010).  
 
METHODS: This is an exploratory, descriptive study using semi-structured interview 
methodology to obtain information from key stakeholders on the current version of the ECRD to 
determine what changes they recommend in the next phase of ECRD development.  A total of 29 
interviews were conducted in St. Christopher’s Hospital for Children (SCHC) outpatient clinics 
(ambulatory and primary pediatrics). Stakeholder interviews were conducted for several groups 
(primary care providers, caregivers, hospital administrators, and clinic staff). The interviews 
lasted approximately 20 minutes for the primary care providers (PCPs), hospital administrators 
and clinic staff and approximately 30 minutes for the caregivers. All questionnaires had a similar 
format: demographic section, practice or perceptions on obesity; ECRD usefulness and 
completeness; ideas for changes and additional resources for further development of the ECRD. 
 
RESULTS: The majority of participants were caregivers (45%), followed by PCPs and residents 
with 41%, 7 % were clinical staff and another 7% were administrative staff.  Most caregivers 
were mothers (85%) and the remaining 15% of were fathers. PCPs and residents stakeholder 
group represented 41% of the sample size of this project.  The average years PCPs and residents 
served in pediatrics at SCHC or elsewhere were 7 years. 50% of PCPs and residents were able to 
identify prevention, intervention and support programs in the SCHC community, 25% knew of 
some prevention and intervention programs or intervention and support programs, about 16 
percent know of prevention or intervention program only, while another 8% knew of prevention, 
intervention and support programs within the SCHC community.  
 
CONCLUSION: The ECRD presents an easy access to community resources for physical activity, 
nutrition, weight management and advocacy programs via zip code. Potential end-users of the 
ECRD include, but not limited to: PCPs and residents, as well as SCHC families. It is anticipated 
that ECRD will serve as a prevention and intervention tool for PCPs and residents to use during 
weight management counseling with SCHC families at every clinic visit.  
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III. Introduction/ Statement of the Problem 
 
Childhood obesity is at epidemic proportions (CDC, 2009). According to Centers for 
Disease Control and Prevention, childhood overweight is defined as having a body mass index 
above the 85th percentile and lower than the 95th percentile, whereas obesity is when the body 
mass index is at or above the 95th percentile for children of the same age and sex ranging from 
age 2-19years (CDC, 2009). The prevalence of obesity among children and teens is 10% for 
infant and toddlers and about 18% for adolescent and teenagers. These rates have appeared to be 
stable since 2008 except for among boys between ages 6-19 with a slight increase of obesity 
(Ogden, 2010). Among children living in low-income households, the prevalence of obesity has 
increased from 12.4% to 14.6% (MMWR, 2009).    
Parallel with the rest of the nation, childhood overweight and obesity is an emerging 
health issue in the State of Pennsylvania.  As reported by the National Initiative for Children’s 
Health (NICH), in 2003 approximately 390,000 of the 1, 333,000 (29.25%) children aged 10-17 
years living in Pennsylvania were considered overweight or obese (NICH, 2007).   This rate of 
childhood overweight and obesity in Pennsylvania (29.3%) was slightly less than the national 
average rate of 30.6% (NICH, 2007). As illustrated in the PHMC Household Health Survey 
results for 2008, 48.5% of African children, followed by 45.9% of Latino children and 33.4% of 
White children were at risk of obesity in Philadelphia (PHMC, 2009). Thus, the childhood 
obesity epidemic in Philadelphia far exceeds the national crisis and more attention is needed to 
address obesity at a local level.  Given the current status in the United States as a whole, experts 
are calling obesity in children a pandemic (Kimm, 2002). Studies have shown that children who 
are obese are at greater risk for developing chronic health conditions compared to adults. These 
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obesity-associated chronic diseases include but are not limited to: type II diabetes, high blood 
pressure, and high cholesterol (NCSL, 2008). Commonly observed co-morbidities of obesity are 
as follows: asthma, sleep apnea, daytime somnolence, painful flat feet, depression, and low self-
esteem. Other co-morbidities associated with obesity include: metabolic syndrome (insulin 
resistance), orthopedic problems and sleep apnea (Fisler et al, 2006). Metabolic syndrome is a 
group of risk factors and complications that can increase a child’s risk of developing 
cardiovascular disease and diabetes (Jessup A., et al, 2005). The prevalence among children ages 
8 to19 is 6.8% for those who are overweight and 28.7% for those who are obese (Ibid). Asthma 
accounts for 9.1% of all US children (CDC, 2009). The prevalence of obstructive sleep apnea 
(OSA) is about 2% (Merck, 2007). This is often under diagnosed and can lead to serious 
sequelae, the after effect of disease, condition or injury (Ibid). Obesity can also lead to 
orthopedic complications such as degenerative joint disease, Blount’s Disease (BD) or Slipped 
Capital Femoral Epiphysis  SCFE (CDC, 2009). Degenerative joint disease disorder causes the 
cartilage, bones and joints to degrade stemming from hereditary, developmental, metabolic or 
mechanical causes (Ibid). Psychological issues among children have also been associated with 
obesity such as, self-esteem, emotional distress, depression, and anxiety (DSHS, 2004). 
Victimization tactics by school bullies include: teasing, name calling, physical harm. Childhood 
obesity is not only a health-related issue, but also an economic burden. The mean covered 
healthcare expenses for a child treated for obesity under private insurance were $3,743, 
compared with $6,730 under Medicaid. (Thomson Medstat, 2010).  
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Risk Factors and Co-morbidities of Obesity 
Although genes and hormones influence body weight, the occurrence of obesity is due to 
many factors. Unhealthy eating habits, such as foods with high-caloric content, skipping 
breakfast, and consuming oversized portions will all contribute to excessive weight gain. (CDC, 
2009) Physical activity levels, sedentary behavior and the environment play a major role among 
children who are obese. Of US children aged 4 to 11 years, 37.3% had low levels of active play 
recommended levels (Anderson et al., 2008). Physical activity and eating behaviors affecting 
weight are influenced by many aspects of society, including health care providers, media, 
environment, neighborhoods and families and schools (Swanbrow, 2004).  Children attend 
school for about 32.5 hours a week (Ibid). This emphasizes the need for encouraging lifestyle/ 
behavior changes for children at school, since most of their time is spent in the school 
environment. 
In a randomized control study of body composition and insulin sensitivity in overweight 
children, results showed the importance of school-based exercise programs (Carrel, AL et al., 
2005). Children enrolled in fitness-oriented gym classes showed greater loss of body fat, increase 
in cardiovascular fitness, and improvement in fasting insulin levels than control subjects (Ibid). 
Increased exercise time equates to reduce screen time (Medical News Today, 2009). Providing a 
healthy structure to a child’s day should enable him or her to develop healthier lifestyles even in 
adulthood (Ibid). Researchers estimate that a total of 10% weight reduction can reduce the 
expected number of years of life with type II diabetes mellitus by 0.5 to 1.7 years, increase life 
expectancy of a child from 2 months to 7 months, and also reduce expected lifetime medical care 
costs of disease from $2,200 to $5,300 (Mayo Clinic, 2007).   
Page 8 of 63 
 
External Variables 
Studies have confirmed that the overweight and obesity epidemic is a greater problem in 
the low-income and minority population, particularly among Latino and African Americans 
(PHMC, 2008) In Philadelphia, children that live in households that were considered to be below 
200% of the poverty level was 47.5%, these children were at risk of obesity (Ibid).  Accessibility 
to these resources/services is generally determined by the cost, convenience, safety in the 
neighborhoods and proximity to children’s homes or schools. The absence of supermarkets and 
the inability to find quality grocery stores can lead to food insecurity, hunger, and obesity (The 
Food Trust, 2010).  The lack of full-service grocery stores in many low-income neighborhoods 
poses a challenge for children and families living in underserved rural and urban neighborhoods 
(CFSCP, 2007). Some of the challenges include, but not limited to: access to quality and 
affordable foods and unbalanced farm and food policies. Environmental factors that contribute to 
eating habits and physical activity and sedentary behaviors include safety, proximity to 
community centers and parks, access to stores that sell fresh produce and other healthy foods. 
There is a disparity in the availability of healthier foods in homes and schools, especially among 
disadvantaged neighborhoods (Cook et al., 2006). 
According to the Philadelphia Department of Public Health (PDPH, 2010), 34.5% of 
children live below the poverty line in Philadelphia and 15.9 for Pennsylvania as a whole. There 
is a strong association between hunger and obesity. Food insecurity occurs when there is limited 
or uncertain access to enough nutritious foods for all family members to live healthy lifestyles 
(Children Healthwatch Brief, 2009).  Food insecurity has increased from 18.6% in 2007 to 22.6% 
in 2008 (Ibid). A recent study compared the influences of physical or social neighborhood 
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environments on children’s physical activity (Franzini et al, 2009). After controlling for socio-
demographic factors, researchers found that living in a favorable social environment results in 
high levels of physical activity as compared those children from low SES background (Ibid). 
Health policy should be shaped to address the association between neighborhood social factors in 
interventions to reduce childhood obesity (Ibid). According to the American Academy of Child 
and Adolescent Psychiatry, if one parent is obese, there is a 50 percent chance that the children 
will also be obese. On the other hand, if both parents are obese, the children have an 80 percent 
chance of being obese (AACAP, 2008).  
Various socioeconomic factors contribute to the high levels of obesity among this 
population, such as: poverty and parental education. There is a strong association between 
parental education, low income and a children’s health. This is evident in a cohort study of 
young children as young as age 2 that analyzed the association between socio-economic status 
and diet. Results showed both low parental education and low equivalent income were associated 
with a low intake of fresh fruit, cooked vegetables and olive oil, and a high intake of canned 
vegetables or fruit, margarine, mayonnaise and processed salad dressing in children 
(Sausenthaler S., 2007).  
Economic Burden of Obesity 
 Health care costs associated with overweight and obesity and the associated co-
morbidities’ have a significant impact in our nation’s health care system. The amount of money 
spent on diagnosing and treating obesity has heightened in the midst of an economic recession 
(Thomson Medstat, 2010).  This is a combination of direct and indirect medical costs. A 
breakdown of direct costs includes money spent on prevention, diagnostic and treatment 
Page 10 of 63 
 
programs, while indirect costs deal with the morbidity and mortality of obesity. Morbidity costs 
consist of a combination of the following: the value of income lost from decreased productivity, 
restricted activity, absenteeism, and bed days. Mortality costs, on the other hand, simply takes 
into consideration the value of future income lost by premature death (CDC, 2009). Nationally, 
medical expenditures have accounted for $92.6 billion in 2002 for all obesity health care. An 
analysis of the medical costs spent on overweight or obesity can assist state policymakers in 
making sure public health resources are properly allocated for each community within each state. 
In Pennsylvania alone, 6.2% of medical expenditures are spent on overweight/ obesity (CDC, 
2009).  
The Importance of Obesity Management in the Home and Clinics  
The current trends of overweight and obesity show a pressing need for prevention and 
intervention efforts by caregivers, primary care providers (PCPs) and community leaders. (AAP, 
2003). These three stakeholders play a major role in a child’s development. Caregivers are strong 
influences in a child’s life and play a critical role in shaping their diet and physical activity in the 
home. This involves caregivers acting as role models in their eating habits (i.e, food selection 
and meal structure) and physical activity choices (Lindsey et al., 2006).  Studies have shown that 
children are more likely to be sedentary when their parents are sedentary and thus, parents should 
encourage and participate in physical activity with their children (Ibid).  Research indicates that 
family-based interventions involving both the caregivers and children are effective in 
management of childhood obesity (Golan, 2006).   
 PCPs are key stakeholders in the clinical management of childhood obesity. (Davis et al., 
2008)   In this role the PCP is in a position to deliver health information for obesity prevention 
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and healthy lifestyle choices for their patients and families (Ibid). Patients that receive advice 
from their healthcare providers and who perceive that advice as individualized are more likely to 
enact behavioral change (Bowerman et al, 2001). An expert committee comprised of several 
professional organizations, scientists and clinicians reviewed the literature and recommended 
approaches on the prevention, assessment and treatment of childhood obesity (Barlow SE., 2007). 
These recommendations focused on the importance of social and environmental changes as well 
as ways the healthcare providers can be a part of the effort to reduce childhood obesity (Ibid).  
PCPs can advocate for their patients and their families for the establishment of safe parks and 
recreation centers and fight for the local grocery stores to offer healthy, low-cost food (Barlow 
SE., 2007). Other recommendation included, but not limited to: prevention plus, structured 
weight management, comprehensive multidisciplinary intervention, and tertiary care intervention. 
Specifically, the structured weight management emphasizes the importance of having a planned 
diet or eating plan, structured daily meals and planned snacks, reduction of TV/ screen time, 
planned physical activity/ play time and planned incentives for reaching targeted behavioral 
change (Barlow SE., 2007)  
  Early detection of childhood obesity by the PCP during clinic visits can also prevent the 
onset of obesity during adulthood. In a study conducted at the Children’s Hospital of Pittsburgh 
Primary Care Center, researchers found that there was a lack of awareness and identification of 
obesity in primary care settings by PCPs and clinic staff.  Some of the recommendations to the 
children who were obese included: dietary changes (recommended to 71% of study participants), 
increased activity (recommended to 32% of the study participants), limitation of sedentary 
behavior, such as TV (recommended to 5% of the study population). About 83% of the PCPs that 
Page 12 of 63 
 
participated in the study only recommended close follow-up/ monitoring (O’Brien, 2004). A 
number of nurse practitioners and pediatric residents stated that they would refer those patients to 
a dietician, request for screening laboratory studies, maintenance of a food diary, endocrine 
referral and preventive cardiology referral. Further research is needed to identify ways PCPs can 
balance time constraints and competing demands in their medical practice in order to provide a 
more comprehensive behavioral intervention for their patients (Perrin et al., 2005) 
Background and Significance of Project 
The First Phase of CHP 
The Child Health Project (CHP) Phase I was a health education/health promotion 
intervention conducted in Primary Care Clinics at St. Christopher’s Hospital for Children 
(SCHC).  This project targeted parents of children who were overweight or obese and ran 
from 2005-2008. A total of 114 parent-child pairs participated in the CHP.    The age of the 
children ranged from 6 to 13 years of age with a median age of 10.2 years.  The children 
were mostly of African-American (54%) and of Hispanic (42%) decent. The majority were 
obese were in the 95th percentile BMI range for their age group. Data from CHP I included 
parent-child home zip codes to identify participant communities/neighborhoods. Focus 
groups were conducted with PCPs for program evaluation upon completion of the CHP 
Phase I project.  PCPs indicated that they needed more information about community 
resources to provide to patients and families to promote healthy lifestyles in addition to their 
medical recommendations.  The program evaluation findings from CHP Phase I also suggests 
that PCPs need to be more involved with the health promotion and health education efforts 
for their patients so that they can better manage their patients’ health care. Findings from 
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parents in their program evaluation indicated that they found the health information useful, 
but they needed more support to develop the skills and identify the resources to make 
behavioral change. Parents requested that more resources and services be made available to 
support necessary behavioral/ lifestyle changes.   
The Second Phase of CHP  
Based on the feedback received from PCPs and parents who participated in CHP 
Phase I, the second phase of this project was initiated. In this phase, an Electronic 
Community Resource Database (ECRD) was created in 2009 and introduced to the clinic 
management at St. Christopher’s Hospital for Children (SCHC).  A prototype format has 
been designed and community resources have been identified to begin to populate the 
database.   The primary purpose of the ECRD is to create an efficient tool  that is feasible in 
clinic settings for PCPs  to provide children and families with support services in their 
neighborhoods so that they can more easily find the community support and resources to help 
improve  health behaviors and health status.  The contents of the ECRD  includes information 
on nutritional and physical activity resources and advocacy services in the 10 most prevalent 
zip codes reported among parent-child participants in CHP Phase I.  The resources/services 
are categorized by zip code to more easily find community resources/supports that may be at 
a convenient location and therefore more accessible to families.   
The ECRD  
Several brainstorming meetings were held at SCHC with Sabra Townsend, a mother of a 
child with special health care needs and advocate/ community systems coordinator for these 
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families. Community resources (mostly for physical activity support) were originally compiled in 
Microsoft Excel sheets and organized according to zip codes of parents that actively participated 
in CHP Phase I. These excel sheets were then entered into a developing web-based database by a 
computer consultant, who organized the ECRD in its current format.  The ECRD health 
information is organized into four categories: nutritional, physical activity, weight management 
and advocacy. The purpose of researching and compiling these types of resources into the ECRD 
is to provide PCPs, children and families with support services in their neighborhoods to help 
them improve their health behaviors and health status. The subcategories within the four major 
categories are: facility location, cost and time frame of programs, whether the programs are 
“walk-ins” or “sign-ups”, and the type of activity or service provided. This provides the PCP, 
caregiver and future end users of the ECRD with important information on the community 
resource site and its programs.      
The Healthy Weight Initiative at St. Christopher’s Hospital for Children (HWI_SCHC) 
began in 2010.  
The overall aim of the HWI_SCHC is to increase physical activity, improve nutrition, 
reduce/ prevent obesity in primary and specialty care clinics. There are three arms to this 
initiative. The first arm consists of the continued development of the ECRD and 
website http://phillyhealthresources.com .   The second arm consists of review and revision of 
health education materials from CHP I and a community needs assessment using parent and 
provider focus groups, c.) The third arm is funded by the Maternal and Child Health (MCH) 
mini-grant for the health promotion and the physical activity in children with special healthcare 
needs. 
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IV. Specific Aims of the Project (Arm 1 of the HWI_SCHC): 
• Create systems to connect/ link clinical and medical staff with community 
resources to improve health behaviors in children (patients) and parents through 
the continued development of the ECRD. 
 
• Conduct evaluation of the current  ECRD via stakeholder interviews for several 
groups (PCPs, Parents, Hospital Administrators, Clinic Administrators and Clinic 
Staff) 
 
 
Sample Size, Sample size justification 
The sample for this project consisted of a combination of medical and clinic staff, hospital 
administrators and caregivers. original sample size was projected for 60 with the idea that we 
would oversample parents and medical providers for feedback from the most frequently expected 
“end users” of the ECRD. This goes along with our specified aims, which is to create systems to 
connect/ link clinical and medical staff, as well as families with community resources to improve 
health behaviors. We did not conduct power analysis as this is an exploratory descriptive study 
and we are not testing any hypothesis or intervention outcomes. The results of this type of 
research are used to provide insight into a given situation. The purpose of the interview process 
is to provide a clinically feasible tool for identifying resources during primary care visits.  
A total of 29 stakeholders participated in this project.  We were unable to achieve our 
original sample size (n=60) due to time and recruitment constraints.  However, we reached about 
50% of our expected sample size and our hope is that we have an adequate representation of 
potential end-users for the ECRD.  The participants were as follows:  Parents (n=13), PCPs (n=5), 
residents (n=7), clinic staff (n=2) and hospital administrators (n=2). Inclusion criteria for parent 
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participants were that they must have children who receive primary care at SCHC in Ambulatory 
or Primary Pediatric Clinics at SCHC; they must be at least 18 years of age and their children 
must be the age of 18 or younger; and they must be English speaking. Inclusion criteria for 
medical and hospital staff were that they must be employed in the outpatient department at 
SCHC.  Exclusion criteria were that patients with limited English proficiency would not be able 
to participate, parents with children above age 18 years were excluced and SCHC medical and 
hospital staff wo were not part of the outpatient department were excluded.   
V. Research Design/ Data collection   
This is an exploratory, descriptive study using semi-structured interview methodology to 
obtain information from key stakeholders on the current version of the ECRD to determine what 
changes they recommend in the next phase of ECRD development. SCHC Research Office  and 
Drexel IRB approved this project on January 29, 2010 under the “exempt” category. This 
approval was obtained in order to conduct stakeholder interviews for the project. 
The study was designed by the PI (Dr. Turchi) and the Co-I (Dr. O’Neil).  Dr. Turchi 
identified the participants and explained the purpose of this project (ie., finding resources and 
confirming a useful format of the ECRD to help promote community-clinic linkages to improve 
health behaviors for children who are patients in the outpatient clinics at SCHC).  Once  potential 
participants agreed to be interviewed or agreed to participate in a focus group conducted by the 
MPH student research assistant (Ms. Rachel Fakunle), Dr. Turchi made the necessary 
introductions so that  Ms. Fakunle could administer the survey in a semi-structured interview. 
The interview process took approximately 15-20 minutes for PCPs, clinic staff and 
administrative staff, and 25-30 minutes for caregivers. The participants that Dr. Turchi identified 
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were the caregivers of patients from SCHC, PCPs from general outpatient pediatric clinics, 
residents from these clinics, administrators and clinic staff in those clinics. A series of semi-
structured interviews were  conducted with key informants (including resident doctors in training, 
PCPs, families, administrators and clinic managers and staff) to enhance content and develop the 
process for feasibilty of implementation of the ECRD in outpatient clinics. These interviews 
were conducted with specific surveys for each stakeholder group (see Appendix I-IV. for survey 
items created for this project). In-person interviews conducted by Ms. Fakunle, took place at 
SCHC in the outpatient clinics (ambulatory and primary pediatrics). Through these interviews, 
feedback was collected from PCPs, clinic staff, administrative staff and caregivers about 
enhancing the contents of the ECRD and modifying it to fit the target population.  
Measurements- Questionnaires 
All stakeholder questionnaires were designed by the co-investigator (Dr. O’Neil) and Ms. 
Fakunle.  All questionnaires had a similar format: demographic section, practice or perceptions 
on obesity; ECRD usefulness and completeness; ideas for changes and additional resources for 
further development of the ECRD.   
Specifically, the caregiver survey included items on their perception of obesity, types of 
nutritional and physical activity resources within their neighborhoods, and to receive feedback 
on the resources presented in the ECRD. Some of the items on the caregiver survey included, but 
not limited to: “How many children do you have?”, “What is your marital status?”, “What is 
your racial background?”, and “What is your annual income?”. The next section of the caregiver 
survey consisted of items to obtain information on the caregiver’s knowledge/ perception of 
obesity. Some of the question items were, but not limited to:  “What does obesity mean to you?”, 
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“What factors do you think contribute to children being overweight or obese?”, How do you 
think obesity affect the community?” and “What are the health effects of being overweight or 
obese?”  
Likewise, hospital personnel (PCPs, residents, clinic and administrative staff) were 
interviewed to identify ways to make the ECRD a more efficient tool in the clinic settings at 
SCHC.  Hospital personnel that participated in the interview process were asked to describe 
themselves and their work environment.  These survey items consisted of: the amount of years 
they served as a PCP/ resident/ clinic/ administrative staff, the percentage of their obese caseload 
in the clinic (PCP and residents only), resources available at SCHC to address the issue of 
obesity, and barriers to the clinical management and education of obesity in their practice. 
PCPs were asked to rate the usefulness of the ECRD in the clinic after they were 
provided a short “tutorial” oh the suggested use, format and content.   
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Conceptual Framework/ Theoretical Model- 
The Health Pyramid- A Child-Obesity Prevention Model  
 
In its 2005 report on childhood obesity, the Institute of Medicine wrote, “pediatricians, 
family physicians, nurses, and other clinicians should engage in the prevention of childhood 
obesity (Homer CJ., 2009). Three years later, Robert Wood Johnson Foundation chief executive 
Risa Lavizzo-Mourey wrote, “physician action begins in the examination room. Measuring 
patient BMI at every well-child visit is essential, along with evidence-based prevention 
assessment, and treatment strategies . . . however, physician action must extend beyond the 
examination room.” (Lavizzo-Mourey R., 2007). These experts have advocated that clinicians 
engage in a set of activities starting at the clinical encounter, moving to “leading by example” by 
serving as role models for healthy lifestyles, and, ultimately, influencing community practice and 
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policy and, potentially, broader societal policies through advocacy informed by policy research 
(Ibid). 
The health pyramid: a child obesity-prevention model shows several key influences on 
child and family health behaviors relevant to the prevention of obesity (Homer CJ, 2009). In 
addition to the obvious direct influence of the family on the child, these influences include the 
community and its component organizations (such as schools) and health care professionals and 
the organizations that influence and shape them (Ibid). The ECRD has a list of programs that 
deliver individual and family nutrition and behavioral counseling to children who are overweight 
or obese. A number of programs listed in the ECRD offer cooking and healthy eating classes to 
families. These programs can be found under the “weight management category”. In fostering 
behavioral change, PCPs and residents that participated in the study counseled their families on 
importance of making healthy eating, behavioral and lifestyle changes as a family. Resources 
listed in the ECRD can foster behavioral change and can assist in the prevention of obesity. 
These resources collectively provide a whole support network for families with children who are 
overweight or obese. 
The arrows indicate the potential for impact of health professionals on families directly 
through counseling and example, as well as on communities through advocacy. The ECRD can 
serve as a support tool for any counseling done by PCPs and residents to families on healthy 
eating and physical activity. One of the four main categories of the ECRD is the “advocacy” 
section, which lists advocacy organizations addressing nutrition and physical activity. Policy 
plays a key enabling role throughout, with policy directly influencing families through, for 
example, work leave policies and food subsidies; health care through reimbursement and training 
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policies; and communities through, for example, building codes and educational reform.  (Homer 
CJ, 2009). 
Data Analysis 
Data collected from this project was analyzed using PASW 18, (formally known as SPSS). 
Descriptive statistics were generated to examine participant demographics, perceptions and 
practices.  Correlational statistics were generated to examine associations among variables of 
interest. 
VI. Results:  
 The majority of participants were caregivers (45%), followed by PCPs and residents with 
41%, 7 % were clinical staff and another 7% were administrative staff.  Most caregivers were 
mothers (85%) and the remaining 15% of were fathers.  Most caregivers were high school 
graduates (38.5%), 23.1% attended some years of high school and another 23.1% attended some 
years of college, and only 7.7% were college graduates and post-graduates, respectively.  (see 
Figure 1).  Cross-tabulation analysis was used to examine caregiver education and perceptions on 
what obesity means to them.  The majority of caregivers had a similar perception of obesity 
regardless of education (See Figure 2).   
PCPs and residents stakeholder group represented 41% of the sample size of this project.  
The average years PCPs and residents served in pediatrics at SCHC or elsewhere were 7 years.  
To examine PCP behaviors in weight management as related to years of practice, a cross-
tabulation analysis was conducted.   Overall, PCPs with less than 10 years of patient care 
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reported that they used counseling in their management more often than PCPs with more than 10 
years experience (See Figure 3).   
When PCPs were asked if they were aware of community programs to support or 
promote healthy eating and activity to provide resources to their patients, half did not know 
about any type of community resources while other PCPs had knowledge of prevention, 
intervention and support programs (See Figure 4).   
PCPs and residents ratings of the usefulness of the ECRD indicated that it was very 
useful, which was the majority of participants at 70%, another 20% said it was useful and 10% of 
participants said it was a little useful (See Figure 5).  Ratings of difficulty of integrating the 
ECRD into clinic practice suggests that the majority of PCPs (75%) did not think it would be 
difficult to implement the ECRD in the clinic, while another 25% believed that it will be a little 
difficult (See Figure 6).    
Participants were also asked to provide responses on the format and content of the ECRD 
and how it may best be used in the clinic to provide useful information to PCPs, parents and 
patients. A series of tables to synthesize themes across participants is provided.  (See Figures 1-
6).  The data in these tables indicate the specific participant groups responses on several items of 
interest.  (Please refer to tables below with open-ended response items of each questionnaire).    
Also, participants were asked to report their percptions on barriers to providing obesity 
management in primary care.  The barriers for the clinical management of obesity and education 
were consistent across the boards as reported by the clinical and administrative staff stakeholder 
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groups. These general themes were: record keeping, PCPs having different skill sets, cultural and 
linguistic barriers.  
 Recommendations given by the clinical and administrative staff stakeholder groups to 
improve the content and format of the ECRD included, but were not limited to: having an 
“updated field”, also meaning have a systematic method of updating the ECRD, tone down the 
term used to label the resources categories, particularly the “advocacy” and “weight mangement” 
category, provide information on other resources that target on the co-morbidities of obesity, and 
having a support group link or a family-to-family networking where he or she may share 
testimonials of their experience from attending any one of the programs at the community 
resources sites.  
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 CAREGIVERS: 
 
 
(FIGURE 1.) 
CG highest education level 
 
Frequency Percent Valid Percent 
Cumulative 
Percent 
Valid Some High School 3 23.1 23.1 23.1
High School Graduate 5 38.5 38.5 61.5
Some College 3 23.1 23.1 84.6
College Graduate 1 7.7 7.7 92.3
Post Graduate 1 7.7 7.7 100.0
 
Total 13 100.0 100.0  
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FIGURE 2: Meaning of Obesity to Caregiver * Highest Level of Education Crosstabulation 
 
Meaning of 
Obesity to 
Caregiver 
 High School 
Graduate and 
Less 
Some College 
and more 
Total 
     
Overweight/ big 
person 
Count 
 
% within meaning of 
obesity to caregiver 
 
% within highest level 
of education 
5 
 
55.6% 
 
 
62.5% 
4 
 
44.4% 
 
 
80% 
9 
 
100% 
 
 
69.2% 
     
Over the 
required BMI 
Count 
 
% within meaning of 
obesity to caregiver 
 
% within highest level 
of education 
1 
 
100% 
 
 
12.5% 
0 
 
.0% 
 
 
.0% 
1 
 
100% 
 
 
7.7% 
     
Didn’t answer 
the question 
Count 
 
%  within meaning of 
obesity to caregiver 
 
% within highest level 
of education 
2 
 
66.7% 
 
 
25.0% 
1 
 
33% 
 
 
20% 
3 
 
100% 
 
 
23.1% 
     
Total Count 
 
% within meaning of 
obesity to caregiver 
 
% within highest level 
of education 
8 
 
61.5% 
 
 
100% 
5 
 
38.5% 
 
 
100% 
13 
 
100% 
 
 
100% 
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PCP & RESIDENTS:  
FIGURE 3.  Weight Management Counseling: How?  * Years Served Crosstabulation 
Weight 
Management 
Counseling: 
How? 
 Years Served : 
 
10 Years or 
less 
Years 
Served: 
 
Greater than 
10 Years  
Total:  
     
Dietary and 
Exercise 
Changes 
Count 
 
% within weight 
management counseling 
 
% within years served 
4 
 
80% 
 
 
40% 
 1 
 
20% 
 
 
50% 
5 
 
100% 
 
 
41.7% 
     
Behavioral 
Modification 
Count 
 
% within weight 
management counseling 
 
 
% within years served 
0 
 
.0% 
 
 
 
.0% 
1 
 
100% 
 
 
 
50% 
1 
 
100% 
 
 
 
8.3% 
     
Nutrition 
Education 
Count 
 
% within weight 
management counseling 
 
% within years served 
2 
 
100% 
 
 
20% 
0 
 
.0% 
 
 
.0% 
2 
 
100% 
 
 
16.7% 
     
Diet, Exercise, 
and 
Behavioral  
Changes 
Count 
 
% within weight 
management counseling 
 
% within years served 
4 
 
100% 
 
 
40% 
0 
 
.0% 
 
 
.0% 
4 
 
100% 
 
 
33.3% 
     
Total Count 
 
% within weight 
10 
 
83.3% 
2 
 
16.7% 
12 
 
100% 
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management counseling 
 
% within years served 
 
 
100% 
 
 
100% 
 
 
100% 
 
. 
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FIGURE 4: PCPs identify type of community programs they were aware of at time of 
interview 
 
 
Frequency Percent Valid Percent 
Cumulative 
Percent 
Valid Prevention Programs 1 8.3 8.3 8.3
Intervention Programs 1 8.3 8.3 16.7
Some programs 3 25.0 25.0 41.7
All Programs 1 8.3 8.3 50.0
No Programs 6 50.0 50.0 100.0
Total 12 100.0 100.0  
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(FIGURE 5: PCPs and residents rate the overall usefulness of the ECRD 
 
 
Frequency Percent Valid Percent 
Cumulative 
Percent 
Valid A Little Useful 1 8.3 8.3 8.3 
Useful 2 16.7 16.7 25.0 
Very Useful 9 75.0 75.0 100.0 
Total 12 100.0 100.0  
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FIGURE 6: PCPs and residents rate the difficulty level of integrating the 
ECD into clinic routines 
 
 
 
Frequency Percent Valid Percent 
Cumulative 
Percent 
Valid Not at all difficult 9 75.0 75.0 75.0 
A Little Difficult 3 25.0 25.0 100.0 
Total 12 100.0 100.0  
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ADDITIONAL TABLES (open-ended response items by the different stakeholder groups): 
Caregivers’ response to open-ended questions: (CG written in the tables stand for “caregiver”): 
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PCPs and residents response to open –ended questions: 
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Clinic staff response to open-ended questions: 
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Administrative staff response to open-ended questions: 
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VII. Discussion: 
Based on the data collected for arm I of the HWI_SCHC, we see that there is a greater 
need for providing linkages and systems between the clinic environment, families and 
community resources site. Half of the PCPs and resident stakeholder group were not aware of the 
different types of community program surrounding SCHC (i.e. prevention, intervention and 
support programs). This shows great disparities in providing families with adequate resources on 
community resources during clinic visits. This also limits the scope of the weight management 
counseling done by PCPs and residents at SCHC, because of the lack of awareness of community 
programs. These programs include places to receive healthy eating, physical activity, weight 
management resources, as well as advocacy organizations. Parent’s perception of obesity can 
also affect weight management counseling given by the PCPs. Presenting families with a list of 
different types of community programs via their zip code can foster some positive attitude and 
behavioral change. This is important to the development of the ECRD to include more 
community resources that focus on the family as whole to address the issue of overweight or 
obesity.  Based on the feedback received from PCPs and residents on ways to improve the ECRD 
and make it a clinically feasible tool in SCHC outpatient clinics, it is suggested that the ECRD be 
utilized as a prevention and intervention tool for SCHC families during clinic visits. Other 
barriers included, but not limited to: time given to medical staff to offer weight management 
counseling to families, parent’s perception of obesity, geographic locations of SCHC families, 
cultural and linguistic barriers, and follow-up with families. Although we cannot alleviate all the 
disparities previously mentioned, we can strive to provide a medium by which families can be 
informed of resources/ programs within their respective communities.  
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The strengths of this study included: receiving feedback from four different stakeholder 
groups that could be potential end users of the ECRD, receiving feedback; specifically on the 
content, format and utility of the ECRD. The limitations of the study include: sampling bias, 
because the participants were conveniently sampled. During the duration of the study, 
stakeholders were presented with an early version of the ECRD. The Institutional Review Board 
(IRB) approved this project under the “exempt” category on January 29, 2010, causing time 
constraints for the recruitment of stakeholders and the scheduling of interviews. Medical and 
clinical staff schedules also served as a limitation due to the busyness of the SCHC work 
environment. Interviewer (Ms. Fakunle) had to work around these schedules to best 
accommodate each stakeholder.   
VIII. Conclusion/ Future Recommendations 
The goal of the ECRD is to provide a clinically feasible tool to support both medical and 
clinical staff, and most importantly SCHC families. The ECRD is to provide easy access to 
community supports and resources through the listing of nutritional, activity, weight 
management and advocacy programs. A proposed strategy for the utilization of the ECRD in 
SCHC outpatient clinics to: 
• Have checklist available in every medical and clinical staff office reminding staff 
members to speak to SCHC about the ECRD and present community resources to them.  
• Have a kiosk machine place in the lobby of ambulatory and primary pediatrics with 
detailed instructions in layman’s terms of how to retrieve community resources from the 
ECRD.   
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A method of evaluating the effectiveness of the ECRD in SCHC outpatient clinics is to have 
a referral system by which PCPs can send families to certain community resources within 
their zip code and receive follow-up from the particular community site attended. Another 
way to measure the ECRD on its effectiveness during clinic visits it to have a discussion to 
have a goal setting chart/ calendar by PCPs can track physical activity levels and eating 
habits over a period of time. In order to ensure family access, use and satisfaction with 
community resources, we recommend adding rating scales to the ECRD. This measure 
provides assurance to the users of the ECRD that these programs are credible sites, thereby 
building support for community programs. ECRD stands as medium for health promotion 
and prevention practices in and out the clinic setting.  
Healthy People 2020 objectives are also in-line with the development of the ECRD by 
way of: 1.) Increasing access to sustainable food markets in low-income high risk neighborhoods, 
2.) Decreasing the number of hours per week children watch TV or play video/computer games. 
The above mentioned objectives are in line with the overarching aim of this project which is to 
The aim of this project is to create systems to connect/ link clinical and medical staff with 
community resources to improve health behaviors in children (patients) and parents through the 
continued development of the Electronic Community Resource Database (ECRD). Built 
environments need to support making healthy choices (i.e. health care settings, schools and 
community sites etc). Healthy policy implications are: providing reimbursement for hospitals 
that provide weight management counseling and education.   
Researchers (Simpson and Cooper) question the true importance of the lack of clear 
reimbursement for obesity-related services (Homer CJ, 2009).  This can be commonly 
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recognized among those plans that have established mechanisms for coding for obesity-related 
services. Thereby, leading to the minimal use of these codes because of the ambiguity in the 
hospital’s coding policies (Ibid). They conclude by noting policy and program interventions (i.e. 
linking reimbursement to participation in a registry to assess intervention effectiveness) could 
break through the current sterile debates between insurers and providers (Homer CJ., 2009).  
The problem lies not in the coding for care of children with obesity-related cases, but 
rather in ensuring reimbursement for obesity-related services. Many insurance carriers will deny 
claims submitted with “obesity” codes, essentially carrying out obesity-related care from the 
scope of benefits. It is evident that coding for obesity related services need to address in two 
folds: the first requires the health care provider to submit claims using the assigned codes for 
each case, and the second involves the issues of denial management of claims and contract 
negotiation (Homer CJ, 2009). This can also cause a disparity in the type of care or counseling 
received in SCHC clinics. If weight management counseling is almost never reimbursable by 
insurance companies, PCPs won’t be motivated to offer adequate time to weight management 
counseling during clinic visits with families. However, the ECRD serves as a quick access for 
PCPs to connect families to community resources.   
The ECRD is designed to provide a medium to community resources for all stakeholder 
groups (medical/ clinical staff and families), while fostering positive behavioral change among 
families, change in the clinic culture, and advocating for sound healthy policies to combat the 
issue of childhood obesity 
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X.  APPENDIX I. Parent Survey Items 
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APPENDIX II. Primary Care Providers (PCPs) Survey Items 
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APPENDIX III. Clinic Staff Survey Items 
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APPENDIX IV.  Administrative Staff Survey Items 
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